FAT HERNLE IN THE INGUINAL REGION, their mode of action in this respect lies in the influence exerted by them on the local resistance of the abdominal wall. On this point I would therefore offer one or two observations before speaking of the state of hernia adiposa particularly. Before doing so, however, I must express my indebtedness to Professor Braune of Leipzig for the material he placed at my disposal in his anatomical rooms, and for his valued advice and assistance.
One may readily allow that the stronger the so-called " thickened fascia transversalis " of the groin (which I would rather look upon and describe as tendon of the transversalis muscle), the less is any disposition to rupture present, but it must likewise be noted that if that structure be of unequal resisting power in different parts, such disposition (i.e., to rupture) is increased. Now, in practically all preparations which I have examined I have found two bands of tendon denser and stronger than the rest. One of these lies along the edge of the rectus, and is joined to it; the other forms the internal pillar of the deep abdominal ring.
In certain specimens exhibiting hernise, in which the protrusion did not appear to be of very old standing, these bands or ligaments were specially well marked. I think one may justly suppose that the tendency to rupture is increased when the inequality of resisting power is great between them and the rest of the tendon. Thus, in the case of oblique inguinal hernia, one may hold that if the internal pillar of the deep ring be specially strong, the outer limit of the opening will, with more readiness, be separated from it when increased intra-abdominal pressure bears upon it, and so the deep ring will be opened up.
Some such view is indeed necessary to explain how a hernia can be produced in this situation by an equable intra-abdominal pressure, which one would rather expect to close the valvular opening of the canal. It being borne in mind that, according to my idea, the internal pillar of the deep ring belongs to the transversalis tendon, one must note that it will become tense and resistent when drawn upon in the contraction of that muscle. sider it as one meets with it in the inguinal region.
The interest of the process as occurring in relation to the deep abdominal ring is very great. The walls of the inguinal canal lie in close apposition, a relation which the intra-abdominal pressure tends to maintain. If, however, a mass of fat is formed in the sub-peritoneal tissue of the external inguinal fossa, as it increases it will insinuate itself in front of the defined inner pillar of the deep abdominal ring, and separate it from the anterior wall of the inguinal canal. The process thus begun goes on until the canal is wholly occupied by the fatty protrusion, which ultimately projects at the superficial ring.
I have observed the fat in the tissue of the cord, and also, in other instances, quite separate therefrom, and lying above it. As the protrusion of fat increases in size and weight, it renders the canal still more patent, and by its weight, and also by adhesions formed with the superficial tissues, the peritoneum is drawn down after it. There may first be observed a mere puckering of the membrane at the point where the fat is attached, which deepens until a distinct digital depression forms; this increases in size and depth, passes into and through the canal, and forms a sac ready for the reception of bowel or other contents.
The method by which this result is brought about is probably twofold.
In the first place, the peritoneum being displaced by stretching of the loose sub -peritoneal tissue, passes into the inguinal canal by sliding on the subjacent layers, if one may so express it, but subsequently in all probability the tissue itself of the membrane is stretched.
In relation to the femoral canal, fatty herniae may even more commonly be noticed if the dissection of the groin be carefully Tillaux and Cloquet also allude to the condition, the latter expressly stating that pressure from within or traction from without, or both combined, may prove the efficient cause of a rupture.
In size the fatty hernise vary. In one case recorded by Prof. Annandale, the mass was of the size of a small orange. Usually, I believe, they are so small as to escape all notice during life, but a small doughy and badly defined swelling in a hernial region, not painful to pressure, and giving no impulse on coughing, should suggest to the mind as a possibility a hernia of sub-peritoneal gut. If cut down upon, the fat will be found to be arranged in large closely-packed lobules, covered by a delicate membrane. The specimens I have examined were all small, varying in size from that of a filbert to that of a large chestnut; yet they formed a series which, to my mind, illustrated very clearly the early stages of the process, and the mode of development of a true hernia as a sequel to it.
Prof. Annandale was sure that the members of the Society would congratulate and encourage Dr Douglas in connexion with his work upon this subject. Confining his remarks to fatty hernia in the inguinal region, he would remark that the one point of great practical importance was, that wherever the surgeon exposed a mass of fat in an operation for hernia, he should carefully break up the mass, so as to be sure that no hernial sac was contained in it. He referred to cases in which he had, in operating for hernia, met with small sacs surrounded by lobulated fat. to examine the condition clinically or at operation, yet such study led one to believe that it might be possible to treat the condition before the true hernia had developed. The process during life naturally could be studied to ocular demonstration, and at death it was arrested; but if one found such morbid conditions as these recorded in his paper, he thought one might fairly conclude that they were stages in a continuous pathological process.
